Background: Nutrition has been widely recognized to influence the risk of kidney stone formation. Therefore the aim of our study was to assess: a) whether usual diet of women with idiopathic calcium nephrolithiasis (ICN) living in Parma (Northern-Italy) is different compared to healthy controls, b) how their diet differs from Italian National guidelines and c) whether it is related to nephrolithiasis clinical course.
Background
Several evidences in medical literature point out that inadequate nutrition has a direct effect on urinary stone risk factors and on the development of kidney stones [1] [2] [3] [4] [5] [6] . A high animal protein diet increases urinary calcium, uric acid, oxalate, and phosphorus and decreases urinary citrate and pH, as an effect of a higher intake of purine and phosphorus and urinary acidification [7] [8] [9] . Similar lithogenic changes have been reported with high carbohydrate and fat intake [10] [11] [12] . Even salt intake, which is generally much higher than recommended in industrialized countries, represents a powerful factor that increases calciuria and lithogenic risk, in synergy with animal proteins [13] [14] [15] . On the other hand, a low calcium intake was formerly thought to be protective against the onset of kidney stones, but nowadays is considered a risk factor, since it promotes the intestinal absorption of oxalate and encourages the onset of bad dietary habits, such as a high animal protein intake [16] [17] [18] . Furthermore, a low consumption of fruit and vegetables, leading to an inadequate intake of anti-lithogenic factors such as potassium, magnesium and citrate, is considered a risk factor for kidney stone too, although there are some fruits (such as figs, prunes and raspberries) and vegetables (such as beets, spinach and tomatoes) which are the main dietary sources of oxalate [18] [19] [20] . As a matter of fact, the oxalate excretion is poorly related to the dietary intake [21] .
A low fluid intake is a heavy risk factor for kidney stone formation, leading to a low urine volume and thus higher urinary concentration of lithogenic substances [22, 23] . All kind of drink share this beneficial effect, except few juices (such as apple juice and grapefruit juice), cola and some sport drinks, for their elevated content of oxalate and carbohydrates, such as fructose [24] [25] [26] .
Although the relationship between diet and kidney stones has been investigated by a large number of studies, results from studies comparing stone former and healthy control dietary habits are contradictory; moreover, whether these supposed differences are important in the development and the progression of the disease is unclear [27] [28] [29] [30] [31] [32] [33] [34] .
Therefore, in Parma area (Northern Italy), we analyzed the dietary habits of a group of women suffering from recurrent idiopathic calcium nephrolithiasis through two different survey instruments (three-day dietary diary and food frequency questionnaire), comparing them with a healthy control group. We chose to investigate only female subjects because the incidence of kidney stones is rising particularly in women, in a way that seems correlated to dietary changes that occurred in the last decades [18] . Our main purpose was to determine whether the dietary habits of adult female stone formers are significantly different than those of healthy women. Secondly, we aimed to assess whether the food intake of the two groups differ from recommendations of the Italian National Institute for Research on Foods and Nutrition (INRAN) [35] . Finally, we aimed to determine if diet is related to the clinical course of kidney stones in the study sample.
Materials and methods
At the Kidney Stone Clinic of the Clinical Science Department, University of Parma, we consecutively enrolled 143 normotensive women with recurrent idiopathic calcium nephrolithiasis (mean age 43 ± 13 years). A written informed consent was obtained. The study was performed in compliance with Helsinki declaration. Every patients had previously at least one stone expelled and analyzed, with a stone composition of calcium-oxalate > 80%. No patient had significant co-morbidity (ie, primary hyperparathyroidism, primary hyperoxaluria, inflammatory bowel disease, renal tubular acidosis, sarcoidosis, sponge kidney, hyperthyroidism) or interfering drug therapy capable of modifying the risk of stone risk formation, including biphosphonates, vitamin D, thiazides, calcium supplements, estrogens, alkaline citrate and allopurinol. Patients were defined normotensive according to the European Society of Cardiology and Hypertension guidelines (systolic pressure < 129 mmHg, diastolic pressure < 84 mmHg) [36] .
We also enrolled 170 healthy normotensive female volunteers (mean age 42 ± 11 years). For the enrolment of volunteers, different procedures have been used: cooperation with stone formers patients in order to find acquaintances or friends willing and able to take part in the study and targeted invitations to the population residing in Parma. No incentive was given to participants to be enrolled in the present study. The general characteristics of the study subjects are shown in Table 1 . All patients have their medical history recorded in computed medical records. A program calculates stone severity through stone rate computation following the formula (total n. of stones -n. of stone at 1 st episode/time between 1 st and last episode).
All women in the study, stone formers and controls, filled a dietary diary for three non-consecutive days, reporting all the food intake. This diary was subsequently discussed and interpreted in a visit with a dietician.
The diaries were afterwards analyzed by a specific software with a comprehensive database for a wide variety of macro-and micronutrients (Dietosystem, DS Medica, Milan). This software allows to determine the nutrient composition of every food eaten. We had 
INTERVAL BETWEEN 1ST AND 2 ND EPISODE (yr)
7,1 ± 9,6 ---Data are shown as mean ± standard deviation. * Stone rate was calculated following the formula (total n. of stones -n. of stone at 1 st episode/time between 1 st and last episode).
previously extended the software database in collaboration with the software developers, including recent data from national and international institutions' databases and from scientific papers. We particularly focused on those micronutrients which are notably involved in the pathogenesis of nephrolithiasis, such as sodium, potassium, calcium, oxalate, magnesium and phosphorus. All stone formers and controls were also given by a dietician a validated food frequency questionnaire of the last 60 days (a facsimile of the form is shown in Additional file 1). This instrument allowed us to perform a further analysis of the dietary habits, focusing on the different intake of milk, dairy products, meat, sausages, ham, fish, eggs, legumes, cereals, fruit, vegetables, sugar, sweets, fats and alcohol.
Data analysis was performed comparing stone formers and controls, and after splicing the whole sample in three subgroups (< 30 years, 31-40 years, > 40 years). In fact, analyzing the clinical history of the patients, it was clear that the subjects under 30 generally show more severe disease ( Table 2) .
Results were analyzed using suitable statistical tests: the frequencies were compared using the χ 2 Fisher test, while the data of the bromatological decomposition were reported as mean ± standard deviation (SD) and compared using Student T test (SPSS, Chicago, IL).
Agreement of Unique Ethical Committee of Province of Parma, Italy, was obtained.
Results
No differences in the main characteristics of stone formers and controls were found (Table 1) .
Dividing stone formers into three age subgroups (under 30 years, 31-40 years, over 40 years), women under 30 showed a more severe disease (earlier age of onset, shorter recurrence interval, higher stone rate) ( Table 2 ).
The analysis of food intake by bromatological separation of the three-day dietary diary showed that female stone formers have a calorie, carbohydrate, protein, sodium and magnesium intake significantly higher than the control group (Table 3 ). There were no differences in water, fat, fiber, potassium, calcium, oxalate, and phosphorus intake. Moreover, dividing the sample into three age subgroups (under 30 years, 31-40 years, over 40 years), also a lower intake of water (950 ± 500 vs 1730 ± 710 ml, p = 0.0003) and a higher intake of lipids (83 ± 34 vs 70 ± 22 ml, p = 0.05) were found in the stone formers under 30 years. (Table 3) Using the food frequency tool, we also found that stone formers have a significantly higher consumption of sausages, ham, meat and sweets than the controls ( Table 4 , Additional file 2).
Finally, after dividing the sample into the three age subgroups, we found that the differences described above are amplified in the subjects under 30: in fact in female stone formers under 30 years we found a greater intake of sausages, ham and meat and a lower intake of fruit and vegetables, with high statistical significance ( Table 5 ).
We also found that a significant percentage of women, even in the control group, have dietary habits that are consistently different than those recommended by INRAN (Table 4 ).
Discussion
The role of diet in the pathogenesis of idiopathic calcium nephrolithiasis has long been investigated. In spite of this, there is no wide consensus about which wrong dietary habits are critical in this process. Our findings seem to suggest that a high intake of calories, carbohydrates, proteins and salt are the main dietary factors associated with calcium nephrolithiasis in women. These findings overlap with those previously reported by Trinchieri et al [32] , who also demonstrated that people with recurrent calcium nephrolithiasis have a higher dietary intake of purines and fats. However, those results were related to a mixed male-female cohort, and were -Data are shown as mean ± standard deviation. * = p < 0.01 vs other groups. #Stone rate was calculated following the formula (total n. of stones -n. of stone at 1 st episode/time between 1 st and last episode). not confirmed considering only the female part of the cohort. Moreover, a large number of older studies failed to demonstrate a positive correlation between carbohydrate and protein intake and idiopathic calcium nephrolithiasis [27] [28] [29] [30] [31] , revealing in some cases a positive correlation with fat intake [27] .
A more recent study by Al Zahrani et al [34] showed a positive correlation between calcium nephrolithiasis and calorie and carbohydrate intake, but not with protein intake. It also pointed out that stone formers have an excessive intake of dietary sodium, another element coherent with our findings. The relation between salt and nephrolithiasis has been studied and understood only in the last decade, and some interventional studies have demonstrated that lowering salt intake may lead to a reduced risk for kidney stone onset or recurrence [37] [38] [39] .
We did not find differences in the intake of calcium between stone formers and controls. However, a low dietary intake of calcium is a well known risk factor for calcium nephrolithiasis, as it leads to an increase in oxalate intestinal absorption [20] . Some studies actually demonstrated that recurrent idiopathic calcium nephrolithiasis patients have a lower intake of calcium than healthy controls [33, 34] . It is possible that nowadays stone recurrent patients are aware that a low-calcium diet is not suitable for their disease, and therefore do not limit the intake of milk and dairy products, as they did in the past. Also oxalate intake was not different in the two groups; however we could not estimate urinary oxalate which could be higher in stone formers: in fact carbohydrates, protein and salt intake was significantly higher in our stone formers group and it is well-known that an increased assumption of some sugars (i.e. lactose, sucrose, fructose, xylitol and sorbitol), some aminoacids (i.e. glycine, tyrosine, tryptophan, phenylalanine and hydroxyproline), and salt can augment the oxalate endogenous production and urinary oxalate excretion [25, [38] [39] [40] [41] [42] . Unfortunately, we cannot estimate in our group dietary habits before stone appearance nor we can estimate what dietary advice the women studied have received before this study. Moreover, it is obvious that the risk of kidney stone recurrence is not determined by a single or by few dietary inbalances, but is a multi-factorial process determined by the sum of a large number of risk factors, all of whom are not necessarily present at the same time.
The role of diet in the pathogenesis of recurrent calcium nephrolithiasis is therefore outstanding. Indirect proof comes also from the perspective studies published in the last years [37] [38] [39] [40] [41] 43] . These studies show that a change of dietary habits may decrease kidney stone occurrence. In particular, the limitation of salt and animal protein intake, with a normal intake of calcium, may adequately prevent kidney stones [37] [38] [39] [40] [41] but may not prevent stone recurrence [43] .
Moreover, according to recent data, the salt, carbohydrate and protein excess and the deficiency of fruit and vegetables could increase the stone risk not only through a direct action on the urinary composition, but also through a systemic action, determining changes in the acid-base balance, particularly in the intracellular compartment; Frassetto et al [15] demonstrated that American diet induces a tonic baseline low-grade metabolic acidosis for an imbalance in the supply of nutrient precursors of bicarbonate and hydrogen ions, and kidney mitigates, but does not reduce to zero, the severity of this diet-induced acidemia and hypobicarbonatemia. Some studies confirm this hypothesis, by demonstrating that the urinary composition of stone formers and controls is not different for a large number of substances, even if there are wide differences in the nutrient intake [31] . Only urinary calcium is constantly higher in stone formers in all studies [3, [31] [32] [33] [34] .
Hence, a diet rich in proteins, carbohydrates and sodium is also a diet with a high acid load because it leads to a decrease in the intake of the bicarbonate precursors (such as citrate). It also determines a low potassium intake and it increases the endogenous genesis of H + ions through energetic cycles (i.e. glycolisis, proteolysis, lipolysis). This exposes the body to a state of chronic low-grade acidosis. Therefore, there is an activation of homeostatic mechanisms, involving both the kidney and the body reserves of alkaline load, such as connective tissue and bone [44] . The buffering activity of bone, resulting from the activation of osteoclasts and the increase of the bone reabsorption, may contribute to explain the significant prevalence of hypercalciuria in stone formers compared to healthy controls [45] . This pathophysiological hypothesis seems also plausible in our patients.
A peculiarity of our research is the simultaneous use of two nutritional analysis tools in the same subjects: the bromatological food decomposition recorded by 3day diary and the food frequency questionnaire. This method has been reported in literature only once [31] .
The food frequency questionnaire showed data that are coherent with the findings obtained through the 3day dietary diary: a high percentage of female stone formers has a consumption of sausages, ham, meat and sweets (foods rich in carbohydrates, proteins and salt) higher than that recommended in the INRAN guidelines. We must point out that the dietary differences between stone formers and controls seem much wider when recorded through the food frequency questionnaire than through the 3-day dietary diary. These findings suggest that the assessment of dietary habits over an extended period of time is a more sensitive tool than the methodical collection of dietary intake for a short period. In fact, while the dietary record by food diary has certainly some advantages, such as the precise determination of the quantities of every food consumed and the possibility of a bromatological decomposition, it also has consistent limits, such as the possible onset of Hawthorne effect (phenomenon in which the awareness of being under observation causes a change in a behaviour or habit), the short length of the record and the possibility of bias due to the software that determines the composition of different foods. This updated software is indeed influenced by the variations of dosage of the chemical system and of food processing. On the other hand, the record by food frequency, being retrospective and conducted on longer periods of time, provides a more precise picture of the real eating habits of the subject, even if it is less specific in determining the quantity of every food eaten [46] . Thus, we believe that using two different tools for recording eating habits is preferable to choosing one or another.
Our results also highlight a feature which is uncommon in literature: the main nutritional imbalances, and a more severe disease course as well (earlier age of onset, shorter recurrence interval, higher stone rate), are characteristic of women under 30. These subjects seem to be more prone to develop nephrolithiasis, but they are also predisposed to suffer from hypertension, atherosclerosis, diabetes and metabolic syndrome, all chronic illnesses which are strongly influenced by unhealthy dietary habits.
The main surveys published in literature, even the prospective ones, followed patients and controls aged between 40 and 75 years old [7] . Within the limits of our little sample, the results we obtained in the younger cohort represent a stimulus to carry out research in this age group. Moreover, our findings represents the dietary habits of women in Northern Italy and they could not be extended to other countries; therefore the supposed pathogenic role of an imbalanced diet can be confirmed only by a broader and perspective research, together with an intervention study.
Conclusions
In this paper we showed that the dietary habits in women with recurrent idiopathic calcium nephrolithiasis are significantly different than those of healthy controls. These habits consist in a low fruit and vegetable intake and in a high intake of simple sugars, protein and salt. This nutritional imbalance is more evident in younger subjects and in patients with a more severe disease who showed moreover a lower fluid intake and a higher intake of fats. We hope that wide awareness campaigns will rise to reduce wrong dietary habits, that are well known risk factors not only for nephrolithiasis but also for other widespread disease such as diabetes, hypertension, metabolic syndrome and osteoporosis.
